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Screening and Referral 2

. Screening and Referral for Substance Abuse Treatment
in the Criminal Justice System

According to the Bureau of Justice Statistics {BJS), the U.S. adult prison and jail
inmate population 18 rapidly approaching the twe million mark, with drug-involved
offenders comprising the majorify of the incarcerated population {Burcau of Justice
Statistics, 2000). Ina 1997 BIS survey, approximately half of all state and federal
inmates reported that they had used drugs in the month before their offense, and over
Lhree-quariers indicated that they had used drugs duning their lifetime (Bureau of Jushice
Stiatistics, 1999). Almost one in three prisoners said they had commited their curreut
offense while nnder the influence of drug, and about one in six had committed their
offense to get money for drugs. In addition, a quarter of state and a sixth of federal
prisoners had experienced problems consistent with a hislory of alcohol abuse or
dependence. For example, 41% of state prisoners and 30% of federal prisoners repored

. having consumed as much as a [ifih of liquor in a single day, and 40% state and 29% of
federal prisoners said they had a past alcohol-related domestic dispuie.

Along with contmibuting to a record level for inmate capacity, offenders with
serious drug problems are having a profoundly nepative impact on our nation’s public
safety and [inancial heaith. For example, in a report by the National Center on Addiction
and Substance Abuse (1998), almaost half (43%) of those identified as “regular drug
ugers” in slate correctional systems werc incarcerated for a violent offense, inclnding
murder, manslaughter, rape, robbery, kidnapping, and aggravated assault. Financially,
the U.S. spends $246 billion annually in ditect costs related 1o alcohol and drug abuse
{Harwood, Founain, & Livermore, 1998), with an additional $30 billion spent each year
to incarcerate oflenders with drup problems (Nationai Center on Addiction and Substange

Abuse, 1998).
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Screening and Referral 3

. By providing therapeutic intervention, however, criminal justice agencies have a
unique opportunity to identify and rehabililate {cr habilitate) drug-involved offenders
who are likely, if untreated, (o return to a personally and socially destructive patiern of
drug use and criminal activily following release “rom prison. Indeed, research has shown
that focuscd rehabililation-oriented treatment services can lead 1o favorable outcomes
following incarceration (Andrews et al., 1990; Gendreau, 1996). Paricularly within
correctional setlings, intensive long-term treatment programs (such as modified in-prison
therapeutic commumties} have been found to reduce post-incarceration relapse (i.e.,
return to drug use) and recidivism (i.e., arrests, reconviction, and reincarceration}. For
example, recent evaluations of Deiaware’s Key-Crest, California’s Amity, and Texas’
Kyle New Visicn prisen-based therapeutic community (TC) treatment programs have
shown that, compared to their untreated counterparts, drug-involved inmates whao
complete in-prison drug treatment are sigmficant]y less likely to return to a life of drug

. use and came following relcase from prson (Knight, Simpson, & Hiller, 1999; Marlin,
Butzin, Sanm, & Inciardi_, 1999; Wexler, Melnick, Lowe, & Peters, 1999), Funthermore,
these findings are even more pronounced among those who participate in aftercare
treatment {Griffith, Hiller, Knight, & Simpson, 1999; Hiller, Knight & Simpson, 1999).

Monetheless, the demand for treatment services within the criminal justice system
continues to far exceed the supply, with the gap actually geting wider over the past
decade. For example, ncarly 90,000 drug oflenders have been added to slate and Federal
prison populations sitce 1991 (Bureau of Justice Statistics, 1999), but the number of
intensive treatment slots decrcased over this same time period (Wational Center on
Addiction and Substance Abuse, 1998). Among prisoners it a 1997 BIS survey who
admitied using drugs in the menth before their offense, approximately 15% reported
receiving drug trealment during their current prison term--down considerably from a
1991 BJS survey where a third reporied receiving reaiment, Likewise, 18% of those

. who had been using drugs at the time of their offense indicated participation in dreg
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Screcning and Referral 4

. reatment programs, compared (o about 40% in 1991 (Bureau of Justice Statistics, 1999).
Despite recent initiatives to provide additional treatment services (such as those in
California, Delaware, and Texas), it is unlikely that the demand for ireatment can ever be
met fully within correctional settings.

Therefore, since it is neither possible nor necessary to provide services
{paricularly intcnsive residential treatment} to every drug-involved offender, referral
decisions must be made regarding whether an offender’s drug-related problems are
serious enough o warrant treatrnent. Furthermore, when senious problems are identified,
referral decisions must aiso be made reparding the most appropriate type and intensity of
treatment. For example, research suggests that pnority for receiving intensive treatment
scrvices should be assigned to those with the more severe problems (Knight et al., 1994,
Griflith et al., 1999).

Unfortunately, treatment referral decisions often are based on incomplete and

. irreievant information, potentially resulting in unclear or even conllicting objectives
{Hepburn, 1994). Inmaies who have more severe drug problems may be preempted from
being referred Lo an intensive drug trecatment program becausce of compeling institmtignal
work assignments or education propgrams. Likewise, political pressures and
orgaitizational constrainis--such as the need to [il] bed space--can result in an individual
with either no {or less severe) drug use problems 2eing referred to an intensive residential
treatment program. Similar prohlems exist when referral is baged on subjective criteria,
such as an mterviewer’s judgment about an inmate’s need for treatment. For cxample, a
“suspicious” offender may be rcferred to treatment simply because of an interviewer’s
unsubstantiated belief that the inmate was lying about drug use. These types of
inappropriate referrals needlessly consume valvable stafl ime and program funds that are
better used on inmates who actually have drug problems.

An objective screcning and referral protocol, on the ether hand, can serve to

. provide a cansistent means of identifying drug-involved ofTenders most likely to benelit
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Screemng and Referral 5

. from limited treatinent resources. This chapter addresses come of the imporiant factors
that correctional agencies should consider when developing a system of screening and
referral.

Developing a Screening and Referral Protocol
The development of an effective and ellicient screening and referral protocol
requires carcfully consideration to three key factors: a} sclecting an instrument
appropriate for a specific correctional environment, b) obtaining truthful responses, and
¢) providing suitable lreatment options.
Selecting an Appropriate Instrument

Because most correctionzl agencies do not have the linancial and staffing
resources to conduct comptehensive assessments of drug problems for every newly
admitted inmate, they ofien rely on the use of a brief screening instrument. As the initiai
component of a comprehensive screening and referral protocol, a drug use screen

. typically is administered as part of a larger battery of assessments given shorily afier an
inmate is incarcerated. By including the drug screen along with other asscssments,
decisions regarding the need for treatmnent can be made in conjunction with other
important considerations, such as cusiody icvel and educational needs. For example,
immediale referral to treatment services for an inmate who self-admits having sernous
drug protlems only can be made when there is an assignment to a custody level where
services are available, Also, by administenng the screen as s00n as possible, the
potential for other inmates being able to influence how an inmate responds to the screen
i$ minimized.

The first step in this process is the seleclion of an appropriatc screening
instrument. This process should include careful consideration to the insirument’s
accuracy, length, cost, and window of detection. Cither important factors include whether
the instrument assesses dnig dependence or abuse, is self-administered or given as part of

. a climcal intervicw, and whether it requires extensive and continued stafl training.
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Screening and Referral 6

. Accuracy. Perhaps the most critical aspect of a screening instrument is its
ability to discriminate accurately between those who do and do not have drug probiems.
Because classification crror is incvilable, a decision has to be made regarding whether it
is betler to select an instrument that 15 more likely to result in someone being referred to
ireatment that does not need it, or one that is more likely to resuit in denying treatment Lo
somecone who truly does need it.

Five statistical guidelines can be examined to heip inforn the decision process
(see Cherpitel, 1997, and Peters ct al., 2000}, First, a measure of overall accuracy is a
good gencral indicator of the instrument’s utility. Based on the entire sample of screened
offenders, it represents the overall percentlage of these who were classified correctly, with
higher values being morc desirable. However, because a drug screen’s overall accuracy
is not likely to be 100%, four other statistics also need to be considered; they include
sensitivity, specificity, positive prediclive value, and negative predictive value.

. Sensitivity focuscs only on offenders who actually have drug problems and
provides a percenlage of those the screen accurately identifies as having problems. For
agencies that are mandated to identify and provide services lo drug-invelved offenders,
selecting an insurument with high sensitivity can help improve the chances that those with
drug problems are detected. An instrument with 2 high sensitivity score also tends to
identify the largest number of treatment cligible inmates, which may be particularly
valuable when treatment slots are empty and need to be filled.

As a counterpar to sensitivity, specificity includes only the oflenders who
actually do nol have drug problemy and 1s a percentage of those the screen cormrectly
identifies as not having problems. A screen with high specificity decreases the
probability that an offender without drug problems wiil be sent to trcatment and may be
particularly imporiant for agencies that have fow treatment options and a large number of

inmates from which to draw. For agencies already having a difficult time filling
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Screening and Referral 7

. Lreatment slols with qualilied ofTenders, a screening instmament with bigh sensitivity may
be more desirable.

Positive predictive value cxamines only those offenders the screen identifies as
having drug problems and provides a prepertiona] measure of how many acwally Aave
drug problems. For apencies that stmve to maximize the number of appropriate referrals,
positive predictive value deserves special atiention. A high vaiue suggests that Lhose Lhe
screen identifies as having drug probicms actually do have problems and should reccive
treatment services, This statistic is particularly helpful for agencies wilh a limited
number of treatment options and that want to make sure the distribunion of those services
is highly effizient.

Based sirictly on inmates the screen classifies as not having dmg problems,
negative predictive value indicates the proportior. who actually do not Aave drig
problems. In general, a screen with a relatively high positive predictive value will tend to

. have a relatively low negative predictive value, potentially failing to identify inmates
who may be able 10 benelit from treatment.

Ultimately, the most appropriate instmament is one that has sensitivity and
specificity scores, as well as positive and negative predictive values, that correspoand with
the needs of a specific correctionzal sefting. Under these circumstances, fnancial and
staflipg expendinires on inagppropnate inmates are minimized.

Length. Another factor te consider when deciding on a drug screen is the
amount of time it takes [or admimstration. Correctional systems usually must determine
the need for trearment for large numbers ol offenders in a short period of time. For
example, the Texas Department of Criminal Justice {TDCI)-Program and Services
Division (PSD) coordinates the drug abuse screeming and reatment referral process of
over 3,300 ncw inmates each month. They have neither the available staff time nor
financial resources to administer lenpthy individual interviews wilh each new admission.

. Although many popular assessments [or drug problems arc well designed and serve as

MLVKE 15 (6/21700)

This document is a research reﬁort submitted to the U.S. Department of Justice.
This report has not been published by the Department. Opinions or points of view
expressed are those of the author(s) and do not necessarily reflect the official
position or policies of the U.S. Department of Justice.



Screening and Referral 8

broad sorting tools that can be used to assist in making recommendations for general
treaumnent or intervention alternatives, they lend vo be fairly lengthy and take more time to
administer than correctional agencies can afford.

Cosl. Another concemn is whether to choose a screen that is in the “public
domain™ and available for free, or onc thal is available commercially for a fee. For
example, the Substance Abuse Subtle Screening Inventory (SASSI; Fuller, Fishman,
Taylor, & Wood, 1994; Miller, 1985; Svanum & McGrew, 1995) is a commercially
available drug screen used by several correctional agencies, including the TDCi-
Institutional Division (JD} until recently. By switching to the Texas Christian University
Drug Screen (TCUDS; Simpson, Knight, & Brocme, 1997)--a “public domain™
instrument--the agency was able to save thousands of dollars annually. For smaller
corrcctional agencies, cost may be less of a concern, particularly if the instrument meers
diagnostic needs and is already parl of the traditional assessment protocol.

Window of detection. Another consideration is whether an instrument assesses
drug use problems that occurred over the course of several years or during a more recent,
restricted time frame. Because there is an increased probability of obtaining valid
responses when the diagnostic emphasis is on identifying “current” zl¢ohol or drug
problems, a relatively short “window of delection” is usually recommendcd {Cherpitel,
1997). Hovwever, shorter detection windows, such as the past 30 days, may be too
restrictive to fill the available treaunent services. Furthermore, those whe need treatment
may be overlocked. For example, a 30-day detection window may fail to detect
oflenders with drug problems who abstained from recent drug use because of legal
pressures or surveillance while waiting for trial. On the other hand, if the instrument
assesses the presence of drug use problems at any point during an offender’s life, a long
warting list for treatment may result. In this case, those who may not have had serious
drug problems recently could be referred to treatment while those with current drug

problems are forced to wail.
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Screening and Referral 9

. Depepdence versus abuse. Diagnostic critena can vary considerably across

instriments, with some focusing on drug dependence and others on abuse. Screens that
are based on highly conservative criteria, such as the Diagnostic and Suatistical Manual
{D5M) of Mental Disorders, are designed te detect individuals with serious drug
problems (American Psychiatric Association, 1994). These iypes of instruments are the
most likely to identify individuais who could benefit from intensive treatment services.
An instrument with diagnostic criteria for abuse, rather than dependence, may be more
desirable if an agency’s goal is to provide oflenders who may have any range of dmg
problem seventy with less intensive treatment services, such as drug education classes,

Interview or self-adminjstered. The way an instrument is delivered also can
play an imporant role in the selection of a screening instrument. For example, the
Addiction Severity Index (ASI) is a comprehensive clinical assessment of drug use
problems, designed to be administered as part of a face-lo-face nterview, Other

. insruments, such as the 58I and the TCUDS, were designed to be brief, self-administered
drug screens. Although a lengthy structured clinical interview, such as the ASI, may be
the preferred choice of many counselors, time and personnel constrains often make
shorer self-administered instruments necessary. ‘When a drug usc screen cannot be given
as part of a one-cn-one interview, research suggests that results can be obtained reliably
when self-administered as part of a small group interview (Broome, Knight, Joc, &
Simpson, 1996).

Requjred staff trainipg. Hecause of high staff tumover, correctional agencies
often find that they are deficient in the number of staff who have the clinical experience
and credentials necessary to administer cerlain diagnostic instruments. Even when
qualilied stalT are available, providing extensive and continuzd fraining on form
administration may be difficult, Therefore, selecting a brief, casily administcred
screcning instrument that requires little staff training can ease tms burden greatly.

. Furthermore, on-going training on some instruments, such as the TCUDS, can be
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Screening and Referral 10

. provided by existing correctional slaff who have expenence administering the screen,
eliminating the need to hire an cutside “expert” whenever new staif are hired,
Obtainine Truthful R

Aer selecting a sereen, a protoco! for administration needs to be deveioped that
enceurages inmates to respond honestly. Although the accuracy of self-reported drug use
wilh treatment populations can vary considerably across situations, research shows valid
drug use data can be obtained when forms are administered in settings where conditions
arc favorable for truthful self-disclosure (Wish, 1988).

Perceived conseguences. One of the primary inlluences on an offender’s
willingness to self reporl drug problems is the perceived conseqnences of disclosure.
Inmates fear that correctional decision-making beards will make custody assignmenis and
post-release supervision level decisions based, 1n part, on what is reporied on the drug
screen. Unlike community treatment settings where a client is guaranteed confidentiality,

. correctional stafl cannot provide such guarantecs. They can, however, make it clear to an
inmate that there are positive censequences for responding henestly, such as getting
access to drug treatment services. Likewase, dishonest responding can result in negative
consequences. For example, parole decisions are based on whether an inmate poses an
unaccepiable risk to society if released. This risk may be determined, in par, by whether
or ot an inmate has been deceptive while incarcerated, such as failing to self admit drug
use on a screen when there is & criminal record of drug-related offenses. In short, honest
respoending is more likely to occur when an offender understands that 1t is in his or her
best interest 1o be honest when completing the screening instrument.

Setling. Obtaining accurate data also is influenced by the setting in which a
screcning mstrument is administered, For cxample, when a large number of offenders are
confined into a smail testing area, the overcrowded conditions can lead to offender
management problems that dominate the administraior’s time--shifling the focus away

. from the intent of the screen. In cases where the form can be administered only in a large
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Screening and Referral 11

. group setting, proctors can provide invaluable assistance to the interviewer by offering
individualized atiention to those who may need help, particularly with respect to literacy
and behavioral problems. In addition, correctional stalf can encourage truthful
responding by providing an overview of the instrument, informing inmatcs why honest
responding 1s important, giving detailed instrections on how to complete the instroment,
and encouraging questions. Underreporting is incvitable when ihe interviewer makes it
obvious that the pnmary goal is to get though the screen as quickly as possible,

vidi i ion

Appropriate instrument selection and implementation should be followed by
referral to appropriatc treatment options. Correctional systems that provide two oplions
(e.g., no treamment or intensive TC treatment) do 101 need elaborate and complex
screening and referral protocols that classify inmates mto more than two categories of
reatment need. Similarly, if multiple treatment options are available, the assessment

. protocol needs grealer precision. For example, those with relatively minor drug problems
can be assigned to receive drug education while incarcerated. Those with moderate
problems could be required to participate in weekly counseling sessions and encouraged
to attend self-help group meetings. Finally, those with the most severe problems could be
referred to the most intensive programs available, such as in-prison TC treatment {see
Knight ct al., 1999}, Although this concept of treatment matching has been around for
maiy years, there still is little science to provide detailed guidance in designing the
proper protocol.

Other factors, such as co-occurning psychoiogical problems, the length of an
inmate’s sentence, and the type of current and prior offenses also play a major role in
determining which, if any, treatment options are viable. For drug-involved offenders
with severc psychological probiems, referral is made ideally to a specialized treatment
program that provides both substance abuse Lreatment and mental health care (Peters &

. Hills, 1999}, When this type of program is not available, correctional ofTicials have to
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Screening and Referral 12

. decide whether psychiatric problems are too severe for the offender to be referred 10 2
drug treatment program. In addition, a iarge percenlage of many state correctional
populations serve less than a year in confinement, making it impossible for an inmate to
complete lengthier residential reatment programs, such as 9 to 12 manth in-prison TC
programs. For these olTenders, a drug screen may serve only to determine if a shori-term
intensive treatment program or drug education program is warranted. Finally, inmates
with certain types of offenses also may be excluded from available trcatment options.

For example, Texas inmates who have committed certain types of aggravated offense are
precluded from participating in an in-prison TC program because of their possible
disruptive influence. Although intensive treatment programs may not be an option in
each of these specific cases, correctional agencies may want to consider at least offering
these inmates access to self~help groups and drug education classes.

Available Screens

. ~ Although several screcning instruments have been developed over the past few
years for use in a variety of community settings (see Cherpitel, 1997; Hepburn, 1994;
McPherson & Hersch, 2000}, their application within comrectional settings has been tested
only recenily (Peters, Greenbanm, & Edens, 1998; Peters et al., 20400). For example,
Peters and his colleagues {2000} conducted a field test of screening instruments with 400
newly admitled male inmates to a Texas prison transfer facility in 1996. Overall, $1% of
the sample indicated a lifetime prevalence of alcohol or drug dependence disorders, based
on the Stuctured Clinical Interview for DSM-IV (SCID-TV, Version 2.0, Substance
Abuse Disorders module; First, Spitzer, Gibbon, & Williams, 1996). Clinical diagnoses
were then compared with seven popular screening instrumenis, including the Texas
Christien University Drug Screen (TCUDS; Simpson &t al., 1997), Alcchol Dependence
Scale (ADS; Skinner & Hom, 1984), Addiction Severity Index {ASI Drug Use and
Alcohol Use Sections; McLellan et al., 1992}, Drug Abusc Sereening Test (DAST:

. Skinner, 1982), Michigan Alcohol Sereening Test—-Short Version (MAST; Selzer, 1971),
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Screening and Referral 13

. Substance Abuse Subtle Screening Inventory (SASSI; Miller, 1985), and the Simple
Screening Instrument (SSI; Center for Subslance Abunse Treatment, 1994}. Based on
their findings, the authors concluded that the TCUDS, the 5331, and a combined
instrument {the ADS/ASI) were the most eflective in identifymg substance abuse and
dependence disorders. The S81 and ADS/ASI are described bricfly below, followed by a
more comprehensive overview of the TCUDS.

ADS/AST

The Alcohol Dependence Scale (ADS; Skinner & Homn, 1984) is 2 brief screcn
of 25 items designed to assess alcobol dependency. The Addiction Scverity Index (ASI,
McLellan et al., 1992} was developed as a comprehensive diagnostic mterview and
focuses on scven problem arcas: alcohol use, medical condition, drug use,
employment/support, illcpal activity, family/social relations, and psychiatric problems
{McLellan et al., 1992). For the purposes of screening, the alcohol and drug use sections

. of the ASI were combined with the Alcohol Dependence Screcn to form a single
sercening instrument. Peters et al. (2004)) found that the ASI/ADS screen bad high
positive predictive value as well as high sensitivity, providing a high degree of accuracy
in excluding nondependent participants and an ability w identify a high proportion of
subswance dependent participants. The combined instrument had high overall accuracy
{83%), sensitivity {74%), specificity (929%), positive predictive value (89%), and negative
predictive value (80%). Although the ASIYADS combined instrument had good utility
within correctional setlings, it is important to note that the ADS portion is only available
comimercially and the ASI alcohol and drug use sections were two parts of a lengthier
one-on-one interview format and would need to be Lested as part of a self-admimistered
stand-alone component.

381

The Simple Screening Instrument (S31) is a 16-item “public domam™ instrument

. developed by the Center for Substance Abuse Treatment to assess alcohol and drug
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. dependency (Center for Substance Abuse Treatment, 1994}, Peters ct al. (2000) found
that it had relatively high overall accuracy (82%), sensilivity (93%), specificity (73%),
positive predictive value (75%), and negative predictive value (92%). It was particularly
effective at identifying the largest number of inmates with drug use discrders, although
25% were mis¢lassified as having drug problems, For agencies that are less concerned
about sending someone to treatment who does not need it and more concermed about
identifying the largest number of treatment cligible inmates, the SSI may prove uselul.
LTCUDS

The Texas Chrisitan University Drug Screen (TCUDS; see appendix) was
developed by rescarchers at the [nstitute of Behavioral Research at Texas Christian
Umniversity (TCU) and has shown promisc in meeting the substance abusc diagnostic
needs of large correctional systems (Simpson ot l., 1997), It has been used since 1993,
originally as part of an earbier version of the insirument called the Brief Background

.' Assessment (BBA). Revised twice singe its earlier version as the BBA, the TCUDS
includes 15 items that represent key clinical and diagnostic crteria for substance
“dependence’ as Lhey appear in the Diagnostic and Statistical Manual (DSM; American
Bsychnatric Association, 1994) and the Natiopal Institute of Mental Health (NIMH)
Diagnostic Interview Schedule (DIS; Robins, Helzer, Croughan, & Ratcliff, 1981).
These criteria were adapted for use within enminal justice settings by rewording
“clinical™ language to be more appropriate for individuals with eighth-grade rcading
ievels and by using a format that promotes reliable self-administration (Broome et ai.,
1996). The [irst part of the TCUDS includes a series of 1¢ questions about problems
related to “drug use,” and the second part addresses the frequency of specific drug use
prior lo priscn as well as a self-assessment of one’s readiness for substance abuse
treatment. Based on the first 9 ilems of the TCUDS, a conlinuous conmposite score is
computed that measures the level of an oflender’s drug use severity. Classilication

. criteria for drug use “dependency™ parallels the DSM protocol, based on any combination
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. of three “positive™ responses out of the first S items. The remaining TCUDS items are
designed to provide correborative evidence of potential drug usc problems, such as
questions pertaining to prior drug treatment.

The TCUDS can be completed as part of an interview or self-administered, and
prior research shows it elicits information that is highly consistent with other data sources
(Broome et al., 1996). Based on the original version of the TCUDS, an article cntitled
“Evaluating the drug-abusing probationer: Clinical interview versus self-administered
assessment” (Broome et al., 1996) compared probationer responses given under hwo
types of adminisiration--one using an interview format, and the other using self-
administration—approximately 1 week apart. QOverall, there were relatively few
differences in ilcm responses between Lhe types of admimstration, supporting the use of
the TCUDS as a sclf-administered insttument within correctional scltings.

Results from the study conducted by Pelers and his coileagues indicated that the

. TCUDS had one of the highest overall accuracy rates (82%; Peters et al., 2000).
Furthermore, the TCUDS had high positive prediclive value (92%) and specilicity (92%).
Measurcs of sensifivity (70%]) and negative predictive value {78%) were comparable to
the ADS/ASI, yet lower than the SSI, The TCUDS also had good test-retest reliability
{.95).

As part of a grant funded by the National Institute of Justice, IBR researchers
have been examining the application of the TCUDS within correctional settings more
closcly. Dau includc a sampie of [8,384 TDCJ inmates (86% male, 14% female} who
completed the TCUDS between January 1 and April 30, 1999, Resulis indicated that
30% of the sample scored at or above the cutolf score of “37, The scale’s overall
reliability was good {cocfficient alpha = .89) and was nearly identical across race/ethnic
and gender subgroups. Item-total correlations ranged from .37 and .58, and individual
itern pesitive (1.e., “Yes™) responses ranged from 10% to 39%. Based on Itern Response

. Theory analyses {Rasch, 198{), ail 9 items contnibuted imporiant and necessary
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. mformation toward the overall scale score, and the simple summative scoring scheme
was found to be ncarly as good as a statistically optimally weighted sconng algorithm

(Krught, Hiller, Broome, & Sinpson, 2000).
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. Conclusions

Short screening instruments, such as thase mentioned in this chapter, can play an
important role in the ideptification of olfenders with druy problems. However, the
uscfulness of brief screens within correctional populations can vary considerably.
Among the potential drug use screens, studies show that the TCUDS, ASIFADS, and the
S5I are highly reliable and valid, and are particularly useful in minimizing inappropriate
referrals for more intensive treatment programs, such as in-prison therapeutic
communities. In addition o the favorable research {indings, the brevity of these screens
makes them worthy of consideration for use, particularly for larger comectional settings.

Effective screening, however, is contingent en cerrectional agencies not only
being able to identify correctly these offcnders with drug problems, but also on being
able to refer them to appropnate treatment services. In general, individuals with more
severe problems require more intensive treatment {Simpson, Joe, Filetcher, Hubbard, &

. Anglin, 1999). Studics of intensive prison-based treatment programs have found that
they are most effective for high-risk inmates--that is, those with more serious antisocial
backgrounds {(e.g., history of extensive drug use and coiminality) (Knight et al., 1599).
On the other hand, individuals with comparatively less serious problems are likely to
benefit from a vaciety of treatment options, regardless of modality or level of intensity
{Knight ot al., [999; Simpson et al., 1999). Providing intensive trealment to low-tisk
offenders (e.g., those nol drug-dependent and who do not have a history of prior
incetrcerations), however, is likely to have a limited impact on reincarceration rates and
may be wasting valuable taxpaver dollars and scarce treatment resources.

Given that research has demonstrated that community-based aftercare is an
essentizl ingredient of a treatment protocol, referral decisions alse need to consider the
need for treatment services afler an offender is incarcerated. For example, when
compared to inmates with drug problems who did not receive treatment or who only

. compleled a prison treatment program, inmates who completed both the prison-based and
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. aficreare treatment were significantly less likely to reoffend within 3 years of being
released from prison (Knight et zl., 1999; Martin et al., 1999; Wexler et al., 1999).
Failure te provide adequate treatment aller releasing olfenders from corrections-based
programs can undermine any positive changes that occurred dunng in-prison treatment
and, consequently, severcly limit the usefulness of an otherwise elfective screcning and
referral protocol. Betler tools and utilization strategies for drug use assessments are
therefore crucial for matching needs and resources (Broome et ai., 1996).

Because some oflenders will fail to disclese drug problems on 2 drug screen,
carrectional staff may need to examine other sources of information such as biclogical
test results and custodial records. For many correctional facilities {such as county jails),
unne tests are administered shortly after arrest and positive results may indicate a need
for ireatment even when an inmate denies drug use. Urine samples are tested for largeted
drugs, such as opiates and ¢ocaine, and are processed typically “in-house™ using an

. immunoassay process with 2 2 to 3 day window of detection. Likewise, an indication of
drug problems may be found in an offender’s criminal record, such as having scveral
arrests for possession of a contrelled substance, or in Lhe presentence investigation report
that includes an inmate’s confession needing heip for drug problems. As with self-report
measures, biological tests and cnmiinal records aiso have limilations that need o be
considered when making screenipg and referral decisions. For example, there are scveral
drugs for which there are no biological tcsts available and, among potentially testable
drugs, correctional officials often test for only a few types such as cocaine and opiates.

Overall, designing an effective and elficient screening and referral protocol
requires carefu] artention 10 the factors outlined in this chapter. Not only must an
instrument be selected that is best suited for a specific cormectional environment, but a
prolocol for administering the screen so Lhat oflenders respond honestly also must be
developed. In addition, referral decisions need to be based on available treatment

. options. Failurc in any of these arcas could undermine the entire screening and referral
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. process and result in offenders who do not necd treatment being referred inappropriately
to costly intensive programs, and those who do need treatment remaining untreated--
being released into the community with a high probability of reclfending and retuming to

PTISOM.

NLU/KELS (6/21/00)

This document is a research reﬁort submitted to the U.S. Department of Justice.
This report has not been published by the Department. Opinions or points of view
expressed are those of the author(s) and do not necessarily reflect the official
position or policies of the U.S. Department of Justice.



Screening and Referral 20

References

American Psychiatric Association, {1994). Diagnostic and statistical manyal of

mental disorders (4th ed.). Washington, DC; Author,
Andrews, D, A, Zinger, L, Hoge, K. D., Bonta, 1., Gendreau, P., & Cullen, F. T.

{1990). Does corrcctional treatment work? A clinically relevant and psychologically
informed mela-analysis. Cgminglogy, 28, 365-404.

Broomes, K. M., Knight, K., Joe, G. W., & Simpson, D. D. (1996). Evaluating
the drug-zbusing probationer: Clinical interview versus self-administered asscssment.
Criminal Justice and Behavjor, 23(4), 593-606.

Bureau of Justice Statistics. (January 1999). Substapee Abuse and Treatment,

State and Federal Prisopers, 1997, NCJ-172871. Washington, DC: U.S. Department of

Justice.

Bureau of Justice Statistics Bulletm. (April 2000). Prigson and Jail {nmates at
Midvear [999 {NCJ-181643). Washingion, DC:; U.S. Department of Justice.

Center for Subsiance Abuse Treatment. {1994). Simple Screeping Instrument for
Qutrezch for Aicohol and other Drug Abuse and [nfections Diseages (Treatment

Improvement Protocol {TIP) Serics, No. 11). Rockville, MD: U.8, Depanment of Health
and Human Services,

Cherpitel, C. J. (1997). Brief screcning instruments for alcoholism, Algohg

Hezlth & Research World, 21(4), 348-351,
First, M. B., Spitzer, R. L., Gibbon, M., & Williams, J. B. W. (1996). Siruclured

-1

2.0). New York: Biometrics Research Department.

Fulier, M. G., Fishman, E., Tayler, C. A., & Wood, R. B. {1994), Screening
patients wiih raumatic brain injuries for substance abuse. Journal of Nouropsychiatry
and Clinical Neurosciepee, 6, 143-146.

WINEK] S {6/21/00)

This document is a research reﬁort submitted to the U.S. Department of Justice.

This report has not been publis

ed by the Department. Opinions or points of view

expressed are those of the author(s) and do not necessarily reflect the official
position or policies of the U.S. Department of Justice.



Screenmg and Referrai 21

. Gendreau, P. (1995), Offender rchabilitation: What we know and what neads to

be done. Criminal Justice and Behavior, 23, 144-161.
Grffith J. Db, Hiller, M. L., Knight, K., & Simpson, D. Db, {1999). A cost-

elfectiveness analysis of in-prison therapeutic community frealment and risk

classification. The Prison Joumal, 79(3), 352-368.
Harwood, H., Fountain, D, & Livermore, G. (1998). The economic ¢ost of
ol i i t 1992. Prepared by the Lewin Group, the

National Institute on Drug and Alcohol Abuse (IWIDA), and the National Institute on
Alcohol Abuse and Alcobolism (NIAAA). [On-linc]. Available:
wW jcCos tml.

Hepbur, . R. {1994). Classifying drug offenders for ireatrnent, In D. L,
MacKenzie & C. D. Uchida (Eds.), Drug and cnime: Ewvaluating public pohcy initiatives
{pp. 172-187). Thousand Oaks, CA: Sage.

() Hiller, M. L., Knight, K., & Simpson, D. D. {1999). Prison-based substance
abuse treatment, restdential afiercare and recidivism. Addjction, 94(6), 833-842.

Knight, K., Hiller, M. L., Broome, K. M., & Simipsen, D. Iv. (2000, March).
Screening offenders for substance use problems. Paper presented at the anpual mesting
of the Academy of Criminal Justice Sciences (ACIS), New Orleans, LA.

Knight, K., Simpson, D. D., & Hiller, M. L. {1999). Three-year reincarceration
outcomes for in-prison therapeutic commumity treatment io Texas. The Prison Journal,
29(3). 337-351.

Martin, 8. 8., Butzin, C. A, Saum, C. A, & Inciardi, J. A. {1999). Three-year
cutcomes of therapentic community trealment for drug-involved olfenders in Delaware.
The Prison Journal, 78(3), 294-320.

McLecllan, A. T., Kushner, H., Metzger, D., Peters, R. H., Smith, 1., Grssom, (.,
Pettinati, H., & Argeriou, M. (1992}, The Fifh Edition of the Addiction Seventy Index.

. Journal of Substance Abus¢ Treatment, 9, 199-213.

MIKK LS (6721/00}

This document is a research reﬁort submitted to the U.S. Department of Justice.
This report has not been published by the Department. Opinions or points of view
expressed are those of the author(s) and do not necessarily reflect the official
position or policies of the U.S. Department of Justice.



Screening and Referral 22

. McPherson, T. L., & Hersch, R. K. (2000). Brief subslance use screening
inslruments for primary care settings. Joumal of Substance Abuse Treatment, 18,
193-202.

Milier, G. A. (1985). The Substapce Abuse Subtle Screening Inventory (SASSI)
Manual, Bloomington, IN: SASS! Institnte.
National Center on Addiction and Substance Abuse. (1998, January). Behind

bars: Substance abuse and America’s pnsen population. New York: Author.

Peters, B H., Greenbaum, P. E., & Edens, J. F. (1998). Prcvalence of DEM-IV
substance abuse and dependence disorders among prison inmates, American Journal of
Drug and Alechol Abuse, 24{4), 573-587.

Peters, R. K., Greenbaum, P. E., Steinberg, M. L., Carter, C. R, Oriz, M. M.,

Fry, B. C., & Valle, 8. K. (2000). Eflectiveness of screening instruments in detecting

substance usc disorders among prisoners. Joumal of Substance Abuse Treatment, 18,

¢ 349-358.

Peters, R. H., & Hills, H. A. (1999). Community freatment and supervision

stralegies for offenders with co-occuming disorders: What works? In Latcssa, E. (Ed.),

subsfance abuse (pp. 81-137). Lanham, MD: Amencan Correctional Association.

Rasch, G. {1980). Probabilistic medels for some intelligence and attainment

Igsts. Chicago: The University of Chicago Press.

Robins, L. N., Helzer, J. E., Croughan, J., & RatclifT, K. 5. (1981). National
Institute of Mental Health Diagnostic Interview Schedule: Its history, characteristics, and
validity. Archives of General Psychiatry, 38, 381-389.

Selzer, M. L. {1971). The Michigan Alcoholism Screening Tast: The quest for a

new diagnostic instrument. 1can J I i , 89-94,

NINKE1S (62100}

This document is a research reﬁort submitted to the U.S. Department of Justice.
This report has not been published by the Department. Opinions or points of view
expressed are those of the author(s) and do not necessarily reflect the official
position or policies of the U.S. Department of Justice.



screenng and Refermal 23

. Simpson, D. D, Joe, G. W, Fletcher, B. W., Hubbard, R. L., & Anglin, M. D.
{1999). A nattonal evaluation of weatment cutcomes for cocaine dependence. Archives
of Geperal Psychiatry, 56, 507-514.
Simpson, D. D., Knight, K., & Broome, K. M, (1997}, TCU/CJ Fooms Mapual;
DPrug Depepdence Sereen ang [nitial Assessment. Fort Worth, TX: Texas Christian

University, Institute of Behavioral Research.

Skinner, H. A. (1982). The Drug Abuse Screening Test. Addictive Behaviors, 7,
363-371.
Skinner, H. A., & Homn, . L. (1984). Alcohol Dependence Scale: Users guide.

Toronto, Canada: Addiction Research Foundation.

Svanum, 5., & McGrew, J. (1995). Prospective screcnings of subslance

dependence; The advantapes of direciness. Addigtive Behaviors, 20(2), 205-213.
Wexler, H. K, Melnick, G., Lowe, L., & Peters, J. (1999). Three-year

. reincarceration ouicomes for Amity in-prison therapeutic community and aftercare in

California. The Prison Joumal, 79(3), 321-336.
Wish, E. D. (1988). Identifying drug-abusing criminals. In C. G. Leukefeld &

F. M. Tims (Eds.), Compulsery treatment of drug abuse: Research and clinjcal practice

{NIDA Research Menograph 86, ADM 94-3713). Rockviile, MD.

. T L P
"""";'.__.:':‘_' ;_t'ﬂii } u.

Lnnanat Ghming: Jugtive Halfeience Servica

P LA SN

NIFKK 15 (62 1/100)

This document is a research reﬁort submitted to the U.S. Department of Justice.
This report has not been published by the Department. Opinions or points of view
expressed are those of the author(s) and do not necessarily reflect the official
position or policies of the U.S. Department of Justice.

sy



NIJKE.IS (6/21/00)

This document is a research reﬁort submitted to the U.S. Department of Justice.
This report has not been published by the Department. Opinions or points of view
expressed are those of the author(s) and do not necessarily reflect the official
position or policies of the U.S. Department of Justice.

Appendix

Screening and Refermal

24



Assessing Treatment Needs in Prison

CU Diru :
+ Drug education Shaott Assessment @ pages) for—
tep groups + Drug Problems/Dapardence
* interventions + Treatment HistoryMNeeds
» Residentid TC
+ Altercare

Mew inmates
to state jails
and prisons

ApﬁFDpri ate
Treatment
Placemenrt

This document is a research reﬁort submitted to the U.S. Department of Justice.
This report has not been published by the Department. Opinions or points of view
expressed are those of the author(s) and do not necessarily reflect the official
position or policies of the U.S. Department of Justice.



TCU DRUG SCREEN

During the last 6 months before prison --

| Circle Answer |

1. Did you often use larger amounts of drugs (including acohol)
or use them for alonger time than you had planned or intended?............. 0=No 1=Yes

2. Didyou try to cut down on drugs and were unable to do it?................... 0=No 1=Yes

3. Did you spend alot of time getting drugs, using them,
or recovering from thelr USE?........coovuie i 0=No 1=Yes

4. Did you often get so high or sick from drugs that it --

a. kept you from doing work, going to school,
or caring for Children?........c..oo e 0=No 1=Yes

b. caused an accident or became a danger to you or others?......... 0=No 1=Yes

5. Did you often spend less time at work, school, or with friends
SO that YOU COUld USE ArUGS? ......eveeiiiie e 0=No 1=Yes

6. Inthelast 6 months before prison, did your drug use often cause --

a. emotional or psychological problems?..........ccccevveeiiiieiiieene 0=No 1=Yes
b. problemswith family, friends, work, or police?...........cccceeuueee. 0=No 1=Yes
c. physical health or medical problems?...........ccooeiiiiiiiieeniees 0=No 1=Yes
7. Did you increase the amount of a drug you were taking
so that you could get the same effects as before?.........oocoevvieeeiiiiennns 0=No 1=Yes
8. Did you ever keep taking a drug to avoid withdrawal
or keep from getting SICK?......oooieeiieeee 0=No 1=Yes
9. Didyou get sick or have withdrawa when
you quit or missed taking 8 drug?.........ceeeeeeiiieeiriee e 0=No 1=Yes
10. Which drugs caused you the MOST serious problems
in the last 6 months before prison? [SEE LIST BELOW] Wordt: .......... L]
DRUG #
Next: ............ L]
DRUG #
Next: ............ L]
DRUG #

CHOOSE "DRUG #s' FROM THIS LIST:

0. None 3. Marijuana 6. Tranquilizers or sedatives
1. Alcohol 4. Cocaine or crack 7. Hallucinogens
2. Inhalants 5. Other stimulants 8. Opiates

TCU FORMS/CYDDSCREEN (1/24/97) 1 of 2



11. How often did you use each type of drug DRUG USE IN LAST 6 MONTHS

during the last 6 months before prison? ONLY 1-3 1-5  ABOUT
AFEW TIMESA TIMESA EVERY
NEVER TIMES MONTH WEEK DAY

= I [o/a] o) 0 1 2 4
b. Marijuana/Hashish ..........cccooceveiiniiniiierecee 0 1 2
c. Halucinogens/L SD/Psychedelics/PCP/

MUShroOMS/PEYOLe........covvveeiiiieeciie e 0 1
d. Crack/Freghase.........cccccciiiiii 1 2 4
e. Heroin and Cocaine

(mixed together as speedball) ........cccoevcveeevieeennen. 0 1 2 3 4
f. COCAINE (DY ISAT) ..vreveeeeeeeeseeeeeee e 0 1 2 3 4
g HEOIN (DY ItSBIF) v 0 1 2 3 4
h. Street Methadone (non-prescription).................... 0 1 2 3 4
i. Other Opiates/Opium/Morphine/Demeral.............. 0 1 2 3 4
J. Methamphetamine/Speed/I ce/Other Uppers.......... 0 1 2 3 4
k. Tranquilizers/Barbiturates/Sedatives..................... 0 1 2 3 4
|. Other (specify) .~ ... 0 1 2 3 4

12. In the 6 months before entering prison, how often did you inject drugs with a needle?
0. Never 1. Onlya 2. 1-3times 3. 1-5times 4. About
few times a month a week every day
13. How serious do you think your drug problems are?

14.

15.

0. Notatall 1. Slightly 2. Moderately 3. Considerably 4. Extremely

How many times before now have you ever been in a drug or alcohol

treatment program? [DO NOT INCLUDE AA/NA/CA MEETINGS]....ceevuvereriererienennen L]
# TIMES

Do you think you need treatment for your drug use now?..............c........ 0=No 1=Yes*

*IF“YES':

a. How important to you isit that you get into some type of treatment program now?

0. Notatall 1. Slightly 2. Moderately 3. Considerably 4. Extremely
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Scoring for the TCU Drug Screen

Page 1 of the TCU Drug Dependence Screen is scored as follows:

1. Give 1-point to each “yes’ response to 1-9
(Questions 4 and 6 are worth one point each if
arespondent answers “yes’ to any portion).

2. Thetotal score can range from O to 9; score
values of 3 or greater indicate relatively severe

drug-related problems, and correspond approximately to DSM drug
dependence diagnosis.

3. Responses to Question 10 indicate which drug
(or drugs) the respondent feelsis primarily
responsible for his or her drug-related problems.

There have been no composite score protocols devel oped
for Items 11-15 on Page 2.





